Introduction
A framework of a new social order in Brazil, the Unified Health System (SUS) represents the overcoming of a contributory and centralized healthcare model with another of a redistributive, universalist and egalitarian character. The full realization of these constitutional social rights requires the configuration of a complex institutional structure capable of concretizing citizenship. Thus, one of the major challenges is the building of a national health system capable of simultaneously addressing the heterogeneity of regional needs and reducing existing inequalities 1 . Financing, decentralization and regionalization strategies form a triad of analysis that lead to reflections on the advances in the consolidation of the SUS. Decentralization, because, in a federalist context, repercussions on the definitions of responsibilities and tools of articulation between entities are crucial for the operationalization of policies. Financing, since there is no guarantee that decentralization of responsibilities, by itself, will promote, in an efficient and responsible manner, universal access to equitable levels of health care, requiring a consolidated institutional arrangement that, while respecting the different collection capacities of entities, can facilitate the triple(federal, state and municipality) commitment of financing the system. Regionalization, because financing, albeit at satisfactory levels and in fair proportions between entities, is not guided by redistributive allocation criteria and regional-based spatial planning and is unable to overcome the barriers inherent to the deep-seated inequalities that mark the Brazilian case.
There is a synergistic relationship between this triad and the normative and institutional configurations of the SUS. The Federal Constitution establishes that public health actions and services must integrate a regionalized and hierarchical network, constituting a unified and decentralized system financed by the three federated spheres. Those precepts are established in Law Nº 8.080/90 and, later, in the Basic Operational Standards and Health Care Operational Standards, demonstrating the normative effort of elaborating a national proposal of healthcare regionalization, with definition of decentralized responsibilities and shared planning, management and financing tools.
However, given its political-institutional, structural and conjuctural distance from subnational realities and its inability to reallocate resources and to induce increase public health expenditure, this proposal limited the regional project to the logic of services supply, definitions of healthcare and financial flows, which has reinforced health inequalities and competitiveness among federated entities 2 . In 2006, the Pact for Health was established to strengthen decentralized management of the SUS and cooperative intergovernmental relations. The Pact innovated by recognizing the political conception of regionalization and decentralization and proposing the agreement and coordination among managers toward greater coherence in the organization, funding and management of the system. However, because it did not significantly modify planning tools, with the exception of the creation of funding blocks and the monitoring and evaluation indicators, the Pact did not achieve the expected improvements in the shared management of SUS 2 .
Among the most recent attempts to overcome the intense fragmentation and improve the political-institutional functioning of the SUS are the publication of Ministerial Ordinance Nº 4.279/10 and Decree Nº 7.508/11. The first one defines the guidelines for the structuring of the Health Care Network (RAS), which aims to promote the systemic integration of health actions and services, ensuring the provision of continuous, comprehensive, responsible, humanized and quality care 3 . The Decree deals with the organization of the system, health planning, health care and interfederative articulation 4 . Both highlight the need to consolidate the health region as a privileged section for the induction and integration of policies, the expansion of cooperative intergovernmental financing and the structuring of thematic networks aiming at ensuring comprehensive access to the system. This paper discusses the triad financing, decentralization and regionalization, based on the guidelines for the RAS implementation process, with reference to the case study of Minas Gerais. We intend to verify whether the criterias used by the federal government to transfer resources to subnational entities focused on the funding of hospital and outpatient care have advanced in relation to the guidelines proposed by Ministerial Ordinance Nº 4.279/10 and Decree Nº 7.508/11.
Methodology
This is an analytical-descriptive study based on data from federal transfers for the funding of me-dium and high complexity hospital and outpatient care of the SUS of Minas Gerais (SUS/MG) from 2006 to 2014, considering Ordinance Nº 4.279/10 as a starting point for the elaboration of new financing criterias for the operationalization of the RAS.
We collected SUS/MG data on federal transfers from the National Health Fund (FNS) website. We made thorough consultations by action/ service/strategy of the MAC Block of funding for the 853 municipalities of the State, for the nine years under analysis, as per the cash method. We consolidated files in a single database, and the annual values, after being checked with data provided by the Ministry of Health on the website of the Strategic Management Support Room, were organized according to the Expanded Health Regions of Minas Gerais, established by the most recent version of the PDR-SUS/MG 5 . This planning tool organizes Minas Gerais territory in three levels: municipal, micro-regional and macro-regional. The latter level, concentrate in a hub the services that offer high-complexity and special medium-complexity care for the group of municipalities, therefore this is the setting in which comprehensive care is achieved and, thus, the focus of this work. When adjusting the PDR-SUS/MG to the terms of Decree Nº 7.508/11, macro-regional territories became known as the Expanded Health Region.
The Finally, to understand the behavior of federal transfers in relation to the guidelines established by Ordinance Nº 4.279/10 and Decree Nº 7.508/11, we developed a detailed analysis of the care network resources in the Expanded Health Regions. In this stage, the first step was to understand the financing policy of each priority network, identifying types of incentives, the number of ministerial ordinances that incorporate resources for each state network and the amount transferred. Then, from the example of the Emergency Care Network, we studied the effective allocation of the transferred funds in the territory. In Minas Gerais, most municipalities lack management of their providers, consequently, a significant portion of federal funds is transferred to the State Health Fund (FES/MG), without objective discrimination of the beneficiary. Thus, we consulted all ordinances that incorporate resources to this network in the Medium and High Complexity Financial Limits Control System -SISMAC and verified their actual allocation in the Integrated Agreed Program of Minas Gerais (PPI-MG) to identify creditors of state-managed amounts.
Results and discussion
The PDR-SUS/MG 5 organizes the 853 municipalities of the state in 77 Health Regions, which in turn make up 13 Expanded Health Regions. Ta-ble 1 addresses some key aspects to understand the reality of these regions.
While corresponding to less than 10% of the territory of Minas Gerais, the Central Expanded Region comprises the second largest number of municipalities (103), concentrating 31.3% of the population of the state and has the highest population density (111.5 inhabitants/Km 2 ). Although it covers the smallest number of municipalities (23) and has the smallest resident population, only 1.4%, the Jequitinhonha Region is behind the Northwest Region in terms of population density (8.7 inhabitants/km 2 ). These data highlight an interesting aspect of the state regionalization process. PDR/SUS-MG pillars are based in four fundamental principles: comprehensiveness, economy of scale and scope, accessibility and geographic contiguity. Given the recognized regional inequalities, this instrument defines that, in case of conflict between access and scale, this last principle must prevail. By cross-referencing indicators that make up the socioeconomic situation and health services supply, the national typology classifies Health Regions into five categories. Group 1 features low socioeconomic development and low supply of services, and Group 5, high socioeconomic development and high service supply 6 . It should be noted that, in Minas Gerais, Expanded Regions are marked by diverse settings and the predominance of medium socioeconomic development and average service supply (Group 3). While nine of the 13 Expanded Regions cover at least one region in Group 1, only five comprise regions classified in the best performing category.
Regarding health establishments, we observed that the Central region concentrates almost a third of the total state establishments (35,670), which reflects its reference role for the whole state. Analysis by type of provider indicates that Jequitinhonha, along with the West and North regions, show the highest percentage of public providers, 53%, 59% and 48%, respectively. These regions have historically been subject to greater state interventions due to their lower capacity to provide services, difficult retention 7 reinforce the importance of analysis based on the proposed triad, considering that decentralization promoted by the Brazilian health policy, without regional integration and weak public supply of services of higher complexity, with the presence of large healthcare gaps enabled a growing private supply, financed both by the State in the form of a tax waiver, and by all through payments of plans and insurance.
On the other hand, the Resolubility confirms the regional discrepancy also in terms of health outcomes. Again, Jequitinhonha stands out with the worst performance. Less than half of the high complexity hospital care demand of residents was met in the Expanded Region itself in 2014. This result is not surprising given the poor supply structure already observed. Similar performance occurred in the West, which evidences issues in the supply and management of the network. The setting suggests that only funds transfers' criteria based on pay-per-service logic, having as financial limits population parameters built from historical series, a model adopted since the 1980s and coexisting to this day, will not be enough to reverse the situation in these regions.
Understanding regionalization as a technical-political process, conditioned by the supply capacity, healthcare financing, power distribution and relations established among the various stakeholders throughout the territories 8 , we observed that Ordinance Nº 4.279/10 and Decree Nº 7.508/11, in Minas face great challenges due to the various regional realities.
Studying federal transfers' behavior, considering the Federal Government's fiscal hegemony and its important redistributive role in the system, is fundamental for signaling alternatives that promote a more balanced SUS organization, reducing regional inequalities.
The analysis of the federal financing of the MAC Block of funding reveals that, in the period 2006-2014, 75,803 bank transfers were made from the National Health Fund to State and Municipal Funds, of which 372 (0.5%) were canceled due to non-existent bank address (96%), incompatible beneficiary (2.2%), unrealized cash withdrawal within 7 days due to lack of list (1.6%) and by the manager after transfer to the bank (0.2%). In gross amounts updated at December 2015, transfers effected in the period totaled USD$ 9,456,912,095.50. Of this amount, USD$1,274,498,952.82 (13.5%) were deducted at source by the FNS as a result of payroll loans, Credit Assignment Term, University Hospitals/Ebserh, PROSUS, CONASS, CONASEMS, among others. Thus, the net amount transferred for medium and high complexity costs in the state was USD$8,182,413,142.52 (86.5%).
Graphic 1 shows the behavior of the federal transfers to the MAC Bloc under SUS/MG over the nine-year period, by resource management and component category.
There is a tendency to increase resources for medium and high complexity hospital and outpatient funding, except for the year 2013, down from the previous year, although nominal values indicate an increase of USD$ 47,657,837.90 compared to 2012. As stated by Ugá et al. 9 , while constant values, that is, deflated values, indicates increased federal health expenditure, the GDP-related fraction shows a trend towards stabilization or reduction of the Federal Government's contribution. This decreased federal participation in health financing is significant throughout the SUS consolidation process, from 72% of public health spending in the 1980s to just over 45% in 2010, which is worrying given the strong dependence of subnational spheres in the context of decentralization.
From the viewpoint of funds decentralization, the institutional framework of the SUS defines two management modalities for municipalities: full management of basic care, in which it is incumbent upon the state to assume the management of medium and high complexity outpatient and hospital providers; and full system management, which gives the municipal manager autonomy to manage the actions related to the promotion, protection and recovery of health in own territory, and funds are transferred directly from the National Health Fund to the Municipal Health Fund 9 . Regarding this aspect, we can observe that 71.8% of the amount transferred in the period were decentralized directly to municipalities, with a consequent increase in municipal autonomy, from 70% in 2006 to 75.1% in 2014. It is noteworthy that, in 2006, only 59 municipalities managed the service providers, reaching 84 in December 2014. Currently, 122 municipalities have full system management, which means that the state is still responsible for the management of providers of 86% of the municipalities of Minas Gerais, accumulating responsibilities of coordinator of the system in its territory, leader of the regionalization process, financing co-partner and executor of funds transferred by the Federal Government.
Regarding the analysis by component, we observed that the MAC Limit concentrated the largest volume of resources in all years, comprising 78.97% of the total transferred in the period. The level of funds allocated to the FAEC remained stable, varying from 13% to 19% of the annual total. Funds allocated for the financing of care networks suggest the implementation of measures by the federal government in order to adapt the financing of the medium and high complexity ambulatory and hospital services to the precepts of Ordinance Nº 4.279/10 and Decree Nº 7.508/11. In 2010, year of publication of the Ordinance, resources identified by the FNS as specific to thematic care networks were approximately 1.4% of the yearly total, level very similar to the four years prior to the norm. In 2011, this percentage has remained stable (1.3%), which may indicate a period of preparation of new allocation criteria aligned with RAS guidelines, and in 2012, this proportion went to 7.5%, more than doubling in 2013 (16.5%) and almost 20% of the total resources of the block in 2014, indicating that these tools developed during the maturation process of the model in the national health policy.
These findings confirm efforts to overcome the pay-for-performance model established in the 1980s and in force to this day, knowingly inducing a fragmented and inefficient production of care. The options found point to the adoption of two major types of allocation criteria: financial incentives, which feature the search for improving the quality of care provided to the user, with funds transfers linked to goals and with preset payments; and general services budgeting, characterized by periodic transfers of an annual amount set programmatically, which, although formally calculated based on expected production for the specific period, giving, therefore, greater predictability of expenditure to the manager and revenue to the service provider, is not earmarked to the effective production of expected services 10 . These results reinforce the vision of Santos and Luiz 11 , who argue that to induce policies, among them structuring care networks, the Ministry of Health has used federal transfers criteria. They also clarify that the amount transferred has proved to be insufficient for the implementation of the RAS in all the States, which, in addition to compromising the national policy, has overwhelmed states and municipalities, mainly from 2014, with the backdrop of budget constraints, whether by lack of adjustment of costing amounts or lack of transfers to services already provided for in action plans.
To make interface of the Brazilian reality with the international findings, Cashin et al. 12 highlight that the allocation tools and transfer methods to providers, especially those of medium and high complexity hospital and outpatient services, has a major impact on the volume and quality of the services offered. Hence, increased transfers criteria and tools that seek to align pay incentives with goals of healthcare systems have been observed. Authors highlight that these initiatives, dating back to experiments adopted in private enterprise in the United States at the beginning of the 1990s, are being developed in a wide variety of countries, mentioning not just Brazil, but also the United Kingdom, Germany, China, India and even low-income countries like Rwanda. Table 2 The Central Expanded Region concentrates most features, regardless of component. In the SUS/MG, it was decided that the Psychosocial Care Centers (CAPS), the Dental Specialties Centers (CEO), the Emergency Care Units (UPA) and the Regional Dental Prosthesis Laboratories (LRPD), financed by general budgeting, have their management decentralized to the municipality, even if the latter does not have full management of the municipal system. Thus, in the state, the care networks' component by itself already shows a more decentralized character, which explains the fact that Jequitinhonha evidences the greatest variation of decentralized funds in the period subsequent to Ordinance Nº 4.279/10 (1017%), although it did not have any full municipality at the time. In order to better understand the specific allocation tools and criteria of the MAC component, we analyzed ministerial ordinances that allocate funds to priority care networks in the SUS/MG. Table 3 shows the characteristics of these networks, such as the number of ordinances that incorporate resources, types of incentives established for each network, total amounts transferred and the number of beneficiary Expanded Health Regions in the years of 2006, 2010 and 2014. Funds allocated to the Cancer Control Network were not included in the detailing, since the three ordinances that incorporate funds do so in the payment-per-procedure logic and are programmed in the PPI/MG not as an incentive, but as increased values in hospital and outpatient production ceilings.
Two aspects draw our attention from the management viewpoint. First, the large number of funds incorporation ordinances (262), which indicates that financing networks and their expansion in the territory has gradually taken place. This is confirmed in the analysis of the number of Extended Regions covered per year.
The second aspect relates to the multiplicity of incentives established in the different networks. Since they have different financing logic and their transfer is often linked to performance based on a specific list of indicators for each network, these incentives demand the formalization of several contractual tools, making the relationship between managers and providers more complex.The variety of incentives also points to another important issue. Federal government transfers of funds with preset allocation tend to compromise the autonomy of subnational entities, since they do not allow implementation according to locoregional needs. Thus, although financing tools established since the advent of Ordinance Nº 4.279/2010 have moved to overcome the population criteria for transfers, the way the process has been conducted may reduce the principle of decentralization to mere deconcentration of resources.
Again on this aspect, we have to consider that, since federal funds are crucial sources of funding for the SUS, its volume should be high and their allocation balanced, which could encompass a general redistribution proposal guided by priority-setting general criteria consistent with the intended model of care, implemented through automatic transfers not earmarked to established programs 13 , which could reduce clash between collection, autonomy and cooperation.
Regarding the volume of funds, 61.5% was allocated to the Emergency Care Network (RUE), much higher than the Mental Health Network, which was the second most benefitting from decentralized funds (12.2%). The Care Network for People with Disabilities was the one that received the least, with only 2% of the total decentralized funds in the nine years under analysis.
In order to verify whether the criteria adopted by the national network deployment policy have contributed to reduced regional inequali-ties, a case study of the Urgent and Emergencies Network (RUE) was developed, in which, based on the analysis of ministerial ordinances and CIB-SUS/MG deliberations, the final beneficiaries of funds transferred to FES/MG within the scope of this network for the years 2006 and 2010 were identified. Figure 1 illustrates the development of transfers relevant to RUE by the Expanded Health Region, considering the final destination of the re- The trend of the volume of funds transferred for the implementation of the RUE in the state is noted. While, in 2006, USD$ 6,582,804.51were transferred, of which 61.7% destined for the Central region, in 2010, the amount transferred hiked. to USD$ 9,654,195.80, now with a more deconcentrated distribution in the territory: 38% allocated in the Central region, 35% in the North, which evidenced the highest per capita amount (USD$ 2.73) and the remainder ranging from 7% to 2% in the remaining seven Expanded Regions covered, with the lowest per capita observed in the South region (USD$ 0.11). In 2014. the total amount transferred was USD$ 112,146,785.71, more than eleven times greater than in the year of the enactment of Ordinance Nº 4.279/10, with all per capita values showing an increase compared to 2010, reflecting federal government efforts to operationalize the guidelines proposed in the regulations. Also in this year, we note that, although all the Expanded Regions have received incentives from the RUE, resources were again concentrated in the Central region (64%), with north at 10% and the other 26% distributed among the other 11 Expanded Regions.
Among the final considerations of the case study of Minas Gerais, we believe that Ordinance Nº 4.279/10 and Decree Nº 7.508/11 have managed to make possible both a significant input of resources and innovative funding tools, which has contributed to increased implementation of the care network model in the various regions of the state. In light of the financing-decentralization-regionalization triad, we conclude that municipal managers are gradually assuming a set of new responsibilities, whether in the contractualization of services, in the agreement of indicators, in the execution of resources or in the mediation of conflicts of the various stakeholders involved in the RAS consolidation process. However, despite increased autonomy, the federal government's impositions regarding access to financial resources to increase the financing of medium and high hospital and outpatient com-plexity is still evident. The increased volume of transfers made through multiple and predefined incentives by the Ministry of Health tends to concern to the extent that it makes the role of subnational spheres more complex and limits their allocation possibilities according to locoregional specificities. Debates on resource allocation tools should be expanded, bringing to the surface not only quantitative transfer criteria, but questions pertinent to SUS dynamics' dilemmas, such as autonomy versus liabilities versus collection capacity versus operational capacity.
In this context, it is clear that the expected results for each Expanded Health Region is only achieved through strengthening and maturation of these interfederative relationships, in order to have convergent efforts to reduce inequalities and effective guarantee of constitutional rights.
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